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The national Healthy Mothers, Healthy Babies Coalition (HMHB) hopes that you will use this
report to broaden your understanding of the maternal and child health issues faced by communities of
color. Health care professionals and community activists alike can use it to participate in: the efforts

- needed to improve birth outcomes and child health within communities of color across the nation.

Here are some suggestions that will help us to reach that goal:

e Recognize the impact of changing demographics;

o Acknowledge and respond to the need for the development of political will and commitment to

effect change:
@ Seize every opportunity to advocate for increased funding for maternal and child health;
o Muke sure organizations established to serve communities reflect the communities being served;

o Look at your own organizations in terms of whether they are culturally competent and can serve

as role models for community and affiliate organizations;

o Establish recruitment and career development programs to increase the numbers of people of

color in decision-making positions within maternal and child health (MCH) organizarions;
e Provide diversity rraining for managers and volunteer staff of MCH organizarions:

@ Help to provide arenas, such as community forums, where communities of color can have a collec-

tive voice, and develop rask forces to address specific issues; and
o Develop a research agenda around maternal and child health issues within communities of color.

As we begin to truly understand the issues facing our communities of color, the next step is to take
action. We cannot choose to be silent or inactive about the issues facing these communities and still
hope to make a difference in our nations hirth outcomes. We invite you to work with us to move for-

ward in creating inclusive solutions.

Sincerely,
N .
3 W
Jan Chupin Claudia Morris
Chairperson Dhrector, Initiative for

Communities of Color

]
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he Healthy Mothers, Healthy Babies Coalition (HMHB) is made up of more than one
hundred national, professional, voluntary, and governmental organizations with a com-
mon interest in maternal and infant health. The purpose of the Coalition is to foster edu-

cational efforts for pregnant women and new mothers, and their families, through collaborative

activities and sharing of information and resources. Its goals are to:

® Promote public awareness and education in preventive health habits for all pregnant women and

their families;

® Develop networks for sharing information among groups concerned about improving the health of

mothers and babies;

® Distribute public education materials on topics related to improving maternal and child kealth

(MCH); and
® Assist the development of state Healthy Mothers, Healthy Babies coalitions.

HMHB’s Minority Outreach Initiative, funded by a grant from Ifyilctmpolitzm Life Foundation,
became active in August 1991. It was conceived in response to the urgent need to gain ground in
the battle to reduce infant morbidity, mortality, and low birth weight in communities of color across
the United States. Through the Initiative, HMHB is committed to bringing the voices of communi-
ties of color to the table, listening to issues related to maternal and child health as defined by them,
developing a mechanism to include maternal and child health leaders from these communities in
federal and state planning processes on a consistent basis, supporting and working in collaboration
with organizations that represent communities of color, and providing a model for other national
MCH organizations to become culturally competent.

Unity Through Diversity: the Communities of Color Leadership Roundrable was planned and
carried out under the direction of the HMHB Minority Qutreach Initiative. Both it and this result-
ing publication, Unity Through Diversity, are rhe first steps in our efforts to hecome more responsive

to communtties of color.
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: S OMAMARY

espite more spending per capita on

health care in the United States

than'in any other nation, our health
care system is failing to serve, effectively, many
of the nation's communitics. In particular it is
all too often insensitive and ineffectual in
meeting the health needs of communities of
color. Perhaps no amount of money could fix
those problems; instead, the critical needs of
those communities, as they are self articulated,
must be addressed. As the composition of the
United States changes, communities of color
are experiencing steady growth at the same
time that they face worsening health problems.

By now it is well recognized that the United
States ranks twenty-second behind other
industrialized nations in the number of infants
who die before the age of one year—but less so
that a disproportionate amount of those deaths
occur among infants of color. Although
progress in reducing our infant mortality rate
has continued for decades, the rate of decline
slowed in the 1980s and the disparity berween
rates for whites and those for communities of
color, when they are known, has persisted;
the mortality rate for African American
infants remains about twice as high as that
for white infants.

The risk of maternal deaths, which result
from complications of pregnancy, childbirth,
or the postpartum periad, is more than three
times greater for African American women
and 50% greater for other women of calor
than for white women. Low birth weight,
with its attendant risk of infant mortality or
long term disabilities, occurs much more fre-
quently in comamunities of color than in white

communitics.*

The issues and concerns of communities of
color all too often go unrecognized when pro-
grams and services for them are being planned.
Additionally, the available knowledge about
these communities is grossly generalized.

Unity Through Diversity: the Communities
of Color Leadership Roundtable, marked a dra-
matic first step in HMHB's efforts to provide a
forum for communities of color ta come
together to discuss issues of maternal and child
health from their perspectives. On June 17,
1992, the HMHB's Minority Outreach
Initiative brought together 20 leaders active in
successful efforts to promote maternal and
child health in their communities. The partici-
pants represented four broad communities of
color: the African American, Asian and
Pacific Islander, Hispanic/Latino, and Native
American communities.

Initially, {MHB responded to the same
critical situation which necessitated its
Minority Outreach Initiative—the infant mor-
tality rate and other worsening health indica-
tors in communities of color—by proposing to
develop a directory of model programs high-
lighting successful strategies for health promo-
tion and infant mortality reduction in those
communities. After serious discussion and
thought among HMHB Board members and
staff, however, it became clear that more was
needed to effect real change. This led to plans
to convene the Communities of Color
Leadership Roundrable which was given the
theme, Unity Through Diversity.

Ohjectives for the Roundtable were
twofold: Dto provide a forum for representa-
tives from communities of color to bring their

ssues and concerns to the table and be heard;

* Low burth weight s detined as a birth weght of less than 2500 ¢ 1in am newborn, regardbes of gestational age.
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and 2)to provide HMHB members and state

coalitions with direction and strategies to work

more effectively within communities of color.

Unity Through Diversity was successful at
fulfilling both ohjectives. The round:able
approach encouraged an environment in
which women and men who are sensitive to
the issues of those communities most affected
by infant mortality, low birth weight, poor
child health, and numerous other health,
social, and economic problems could meet and
have a meaningful exchange.

Participants highlighted their communities’
problems of infant and child health, identified
critical issues that need to be addressed from
each community’s perspective, proposed
broad-based strategies to address the problems,
and made recommendations to HMHB and
the mainstream maternal and child health
community. The resulting perspective is one
that acknowledges both cultural diversity and
commonalities, fosters community empower-
ment, and supports the development of cultur-
ally competent service delivery systems.*

The message of the Roundrable participants
was clear: The existing health care system is
not meeting the needs of communities of color
and must be significantly changed. Some of
the common deficiencies perceived by all
groups include racism and cultural insensitivi-
ty, an overemphasis on the disease model of
medical care and neglect of health and well-
ness coneepts, an ahsence of accurate data col-
lection and analysis, a shortage of needed
resources, a cructal need for community

empowerment and outreach, and a glaring

need for anpropriate . culturally sensitive train-

ing for health professionals.

Six major changes in the system have been

proposed:

1. Qur health care system m:tsi become one
that recognizes and respects cultural diversi-
ty and provides culturally competent ser-

vices that are community-based.

2. Current methods of data collecrion and

analysis must be assessed and revised to
accurately capture problems of maternal,
infant, and child health in communities

of color.

3. Qur cxisting health care system must shift

its medical focus away from the disease
model to promotion of health and wellness
models of care with respect for traditional

health practices.

4. More resources must be made available to
expand and continue the Roundeable
process and begin developing policy to

effect change.

5

Communities of color, all but disenfran-
chised by the current system, need national
representation by organizations willing and
able to advocate on their behalf for program

and policy expansion.

6. Qrganizations serving people of color need
to be supported by mainstream national
organizations in their efforts to develop
linkages with one aniother and build collec-

tive support ta effect change.

*A defintion of a “culturally competent” sestem of care has been provided by Teery L. Cross, Barbara J. Bazeon, Karl W.
Dennts, and Mareasa R saacs, i their monograph, Towards A Cadtreralls Competent Syatem of Care (Washington, DC:
Chald ind Adolescent Service System Program, Nanonal Institute of Mental Health, 1959). They describe such a system as
one that “acknowledges and mcorporates-—at all fevels - the mportance of culture, the assessment of cross-cultural rela-
tions, vigtanee towards the dymimies that result from coliual differences, the expanaon of cultural knowledge, and the

adaptation of services to meet culturally untgue needs.”
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The valuable lessons that were learned from
the Roundrable are shared in this publication
in greater detail. It is hoped these will be read
widely within the maternal and child health
community and used as a resource in develop-
ing community-based systems of care, ones
that will make a difference in birth outcomes
and child health within communities of color.
A selective directory of successful maternal
and child health programs in communities of
color has been included at the end; many of
these exemplify strategies highlighted by the
Roundtable participants.

While welcoming the oprortuniry to share
information and strategies and to be heard by
HMHB, the participants urged that the
Roundtable be viewed as just the beginning of
a process that should be continued and
expanded. It must be repeated again and again
with communities of color across the nation
until the process of inclusion defines the stan-
dard for developing health policy and health
care systems, and must go beyond discussing
the issues to collaborating on solutions.

The Year 2000 is fast approaching, and the
prospect of reaching the nation’s health goals
proclaimed in Healthy People 2000, which
include reducing infant morbidity and mortali-
ty in all of our nation’s communities, is becom-
ing increasingly remote. The urgency of even-

tually reaching those goals, coupled with our
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knowledge of communities of color as a rapidly
growing component of the U.S. population,
make it imperative that the maternal and child
health community follow a course that is
responsive to all communities.

The questions we must ask ourselves as
health care professionals are: Where do the
issues facing communities of color fit into the
larger nicture with respect to maternal and
child health rograms developed at a national,
state, or local level? How can we begin to
incorporate these issues more effectively?

In the aftermath of Unity Through
Diversity: the Communities of Color
Leadership Roundtable, HMHB has emerged
with a process that can be replicated to
demonstrate the impact which communities of
color can have when they come together to
solve their own problems. The Roundtable
itself is a valuable resource, one that can serve
to provide answers to the crucial health ques-
tions facing our communities of color. In doing
s, it affirms the importance of promoting

diversity in fulfilling human potential.
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nity Through Diversity: the Communitics of Color Leadership Roundtable brought

together a unigue group of women and men representing four distinct communities of
- color: African Americans, Asians and Pacific Islanders, Hispanic/Latinos, and Native
Americans. Together the participants embodied considerable professional expertise in maternal and
child health as well as a shared commitment to improving the quality of care and services to moth-
ers and children in all their communities. All are dedicated to pe Mitical activism within the maternal
and child health community and greater communities.

Nominations for the Roundtable were solicited from HMHB member organizations and vartous
national, state, and local organizations that represent people of color. Of some 250 nominations,
only 20 participants could be selected to participate. The choices were guided by HMHB' desire to
formulate a mix of participants representing different races and ethnicity as well as a blend of
national, state, and local experience, and who would bring to the Roundtable a variety of regronal

concems.

CHARON ASETOYER, MA, is excecu-

tive director of the Native

+ing the physical, mental and emo-
tional well-being of African

American Women's Health American women. Past reciprent of
Education Resource Center

(NAWHERC) on the Yankton

Sioux Reservation in Lake Andes,

i the MacArthur Foundation

Fellowship for Soctal Contribution

and the Essence Award for

O Ms. Asetoyer . Co
South Dakota. NAWHERC is the 4 Community Service, Ms. Avery has
first organization to be located ona ’ been a worien's heateh care activist
reservation providing health infor- for 20 years,

mation, referral services and a
) Jepy AL BENTLEY, MBA | s execu-
resource center on education, cco-

i tive director of Community Health-
nomic development and land and . )
) in-Partnersbip Scrvices (CHIPSY in
water rights. Ms. Asetoyer develops .
, St. Louts, Missourt, an innovative
health awareness and prevention _
) . health and social service organiza-
programs on issucs such as AIDS

. tion providing assessments and
and fetal alcohol syndrome (FAS). Ms. Avery !

Shel Larticl managed referrals for an mdigent
She has written several articles o

population, Prior to desigming the
CHIDPS program, Ms. Bentley had

combined her skills as a medieal

FAS and now is writing a book
on its impact on indigenous

populations.
records admmstrator, public health

ByYLLYE Y. AVERY, MED, is founding
president of the National Black

nurse, and certifred nurse practition-

;er, by designing and implementing

Women's | ealth Projectin Y the first adolescent health program

Atlanta, which is commutted to m St Lows.

defining, promoting, and maintain-

-y
oo




ERNEST CLBIGHORN, J), MA, is
director ot the Indian Development
and Educationad Alliance, Ine., in
Miles Ciry, Montana, which pro-
vides soctal, legal, health, and edu-
cation services. Mr. Bighorn has pro-
vided pessonal, familv, social,
vecupational, and educarional coun-
selmg 1o Native Americans for over

20 vears.

L ANGEH INY Bokpox, RN, is project
director ot Sacred Clirele of Birth, a
community-lased orgianization
delivering permaral services 1o the
urban Native Amenican community
mn Oakland, Calif. Ms. Borbon, a
Mestza Mexicana (Yaqui) from
southem Arzona, has provided pub-
lic health services ro chilabearing
wommen anid therr fumilies tor over

20 v ears.

NGUYES MINHCHAU, MA, EDS,
MS s exeantive vice president of
Opportuniy Svstens, Ine, in
Washmgton, DCLShe also s presi-
Jent of the Organizanon of Pan
Astan Amenican Women, Ine. (Dan
Ast)anatonal, nalti-ethnie
women's organization that advocates
and encourages therr participation in
allaspects of American society,

M Chanr works with commnmnnty
OTLANIZAHONS dchoss (he countny to
mnerease opportunities tor Astan

Pacthic wornen.

Ms. Borbon

Ms, Chou

i

Ms, Crawford

GEORGEA CRAWFORD, BS, is execu-
tive director oi the Navajo Nation
Family Planning Corporation in
Window Rack, Arizona. She cur-
rently serves on the hoard of the
National Family Planning and
Repreductive Health Association
and is an appointee on the
Governors Advisory Committee on
Adolescent Pregnancy in New
Mexico. M. Crawford has over fif-
teen years experience serving rhe
health care needs of the Navajo

community.

Mai-Mar Quos Ho, MSW,
ACSW, LCSW, is project coordina-
tor for Asian Perinatal Advocates in
san Francisco, an organization seck -
ing the prevention of child abuse
and neglect in Asian familics, She
abaois a medical social worker ar the
San Francisco General Hospiral,
providing inpatient services in the
newbomn narsery, labor/delivery

and postparrum ward. Ms, Ho has
been active in family supporr
training, child welfare, and parent

education efforts.

LINDA JANET Honaes, MDA, is
responsible for developing injury
prevention programs for the New
Jersey Department of Health,
Division of Family Health Service n
Trenton. A consultant for the
Warld Health Organization and for-
mer faculty member of the Nurse

Midwife Educational Program at the

Ms. Halmes
13




University of Medicme and
Dentistry of New Jersey, Ms. Holmes
is active with several women's
healeh and birthing projects and has
written extensively on hirthing and

midwifery issues sice 1975.

Tiipa KIUs is executive director
ot the Cambodian Network
Council/Cambodian Network
Development Project in
Washington, DC. Ms. Khus has per-
sonal and professional experience
working with the Cambodian
American community in refugee
resettlement, program desgn, orga-
nizational development and granes
management, and  has received

numerous awards tor her service.

Liuiax S Lew, MED, RD), is the
project director of the Southeast
Asian Health Project in Long
Beach. Calit., where she directs four
major health education programs
serving Southeast Asians. The pro-
grams focus on: prenatal/materna!
health support and cultural access,
health education outreach, anti-
tobacco educatic  outreach, and
parent outreach. Ms. Lew has pub-
lished and presented extensively on
such topics as understanding the
Southeist Asian health consamer,
women refugee issues, and the
provision of culturatly sensitive

health care.

Ms. Khus

Dr. Raggio

Dr. Rocco

AIMA SHEPHERD PEXA, MA, s the
Healthy Mothers, Healthy Babies
coordinator for the Arizona
Department of Healeh Services.
Arizona HMHB promotes public
cducarion to improve maternal and
infant health, and has 14 member
coalitions throughout the state,
including those on Native American
reservations. Ms. Pena has served as
a manager of tamily and community
programs, coalition builder for muiu-
cultural populations, community
organizer, educator, and advocate for

maternal and child health.

Taxya Pacax Racaio, MD, is
medical director tor the Alma Ilery
Medical Center in Pietsburgh,
Pennsylvania, She also is the
Exccutive Director of the Piteshburgh
Healthy Stare Project. In the past
she has been medical director tor
school districts in Pitesburgh and
Witkinsburg and for permatat and
teenage primary health care pro-
arams. She has provided medical
comsultation to health projects and
health departmentes and has lecrured
extensively on minority and

worien's health and perinatal issues.

CARMEN DE A CRUZ Rocco, MD, s
medical director for the Brownsvitle
Community Health Center in
Browneville, Texas. She also is a
clinical assistant protessor of pedi-

atries at the University of Texas

Q
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“Medical Branch at Galveston, and

medical director of the Community
Oriented Primary Care Program
Association, Inc. (COPRIMAY, also
in Brownsville. Dr. Rocco has been
active in promoting Hispanic med-

ical education.

Diane L. RowLey, MD, MPH, is
deputy branch chief for Pregsancy
and Infant Health within the
Centers tor Discase Control,
Division of Reproductive Health.
She has lead responsibility within
her division for coordinating and
conducting infant morbidity and
mortality studies and providing tech-
nical assistance to the states, Dr.
Rowley has published and lectured
on infant mortality, low hirth
weight, African American women's
health issues, and race and racism as

health determinants.

JEsUs Jost: (Jor) RuBio, Jr, PHD, is
the national director of Chapter
Program Services for the March of
Dimes Birth Defects Foundation in
White Plains, New York. He pro-
vides training and technical assis-
tance to 131 March of Dimes chap-
ters to achieve community-based,
volunteer programs, and is responsi-
ble for national initiatives such as
Healthy Start and programs focused

on priority populations. In the past,
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Dr. Rowley

Dr. Rubio

Ms. Thomas

Dr. Rubio has been founder of com-
munity-based initiatives ta address
prenatal care, access to care, teenage
pregnancy and maternal and child
health issues. He is active in
numerous community and MCH

organizations,

CYNTHIA AL SMITI, MDA, s execu-
tive director of Northern Phains
Healthy Start and assistant professor
of Community Medicine and Rural
Health at the University of North
Dakota School of Medicine in
Grand Forks, North Dakora.
Northern Plains Healthy Srarr, rep-
resenting 17 tribes in four states,
seeks to reduce the infant mortality
rate among Native Americans by
one-half. It is the only Native
American demonstration project
among the 15 national Healthy
Start projects. Ms. Smith has

been active in the provision of
technical assistance, health staffing,
and tribal health planning to rural

communttics.

Jovar N. Thoatas, RN, MPH, PN,
is president and co-founder of the
Center for Child Protection and
Family Support, Inc, in Washington,
DC. Former director of the Division
of Child Protection at Children’s
Haospital National Medical Center,
Ms. Thomas is a nationally and
internationally recognized expert

on cultural competency and ethnic
minority concerns in the field of

victimization.

15
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o Luons TRaN, MDD, is an inter-
vention specialist for the Hlinois
Department of Public Health and
the Centers for Discase Control,
working to reduce morbidity frotn
cervical cancer in high-risk popula-
tions in Chicago. Formerly an
attending physician in pediatrics at
the Nguyen Van Hoc General
Hospital in Saigon, Dr. Tran has
been actively involved in immigrant

refugee issues.

HENRIETTA VILLAESCUSA, BSN, RN,
is executive director of Villaescusa
Enterprises in Los Angeles, where
she provides technical advice and
consultation in areas such as public
health administration, health plan-
ning and analysis, community health
planning, consumerism, community
development, citizen participation,
and health system design, imple-
mentation and evaluation. Ms.
Villaescusa has publicly served the
Offices of Maternal and Child
Health and of Economic
Opportunity, the Health Services
Administration, and the Agency

tor International Development,

and has consulted privately for over
60 professic .. and community

organizations.

Dr. Tran

Ms. Villaescusa

Dr. Villareal

SyL.VIA FERNANDEZ VILLAREAL, MDD,
is director of the Early Childhood
Service and Kempe High Risk
Clinic at San Francisco General
Hospital, and assistant clinical pro-
fessor of pediatrics at the University
of California in San Francisco. The
Kempe Clinic serves teen mothers
and their children, chemically
exposed infants and their mothers,
and children who fail to thrive.
Formerly both a W.K. Kellogg
National Fellow and Robert Wood
Johnson Scholar, Dr. Villareal has
concentrated on child health policy

for poor and minority communities.
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n convening Unity Through Diversiry: the
Communities of Color Leadership
Roundtable, it was important to HMHB
 that the concerns each group brought to the
Roundrable be understood and respected. The
agenda and the process for the Roundtahle
reflected these sensitivities.

Early in the project, it hecame clear that the
scope of the Roundtable had to be broadened
beyond infant mortality. Initially, the scope of
the problem was defined according to the status
of infant health within cach of the four repre-
sentative communities of color. Within the
Hispanic/Latino and the Asian and Pacitic
Istander communities, however, mfant health
is often not the major problem. Participants
from those communities revealed that indica-
tors of child and adolescent healeh, such as
morbidity from measles and other discases, teen
pregnancy, lack of carly prenatal care, and
more, reflect a truer picture of the status of
health in their communities. As a resule, the
scope of the Roundrable was broadened to
include not only infant, bur also child health.

In preparation for the one-day Roundeable,
hackground material and a list of discussion
points were sent to cach participant. The dis-
cussion points asked them to deseribe the scope
of the infant and child health problems in their
communities, identify kev issues and barriers
related to the those problems, describe strate-
gies that work to assure healthy habies in therr
communities, and recommend how HMHB
can support communities of color in effores to
reduce the incidence of infant mortality and
morbidity, low hirth weight, and poor child

health.
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Ininally, in planning rthe Roundrable,
HMHDB hoped to bypass detailed discussions of
the problems of infant and child health in cach
of the communities represented and to concen-
trate instead on effective service delivery
strategicos and other solutions. However, whiic
the Roundrable process was not new for most
of the participants, it was the first time many
had participated in such a culturally diverse
group. As a result, defining the problems from
the point of view of cach of the participants
herame a necessary first step. It served to famil-
farize the participants with the problems faced
by other communities of color, opened a dia-
logue to identify common issues and concerns,
and forged the beginning of a productive work
group relationship,

Following introductions, participants broke
into four separate work groups during the
morning session, one for cach community rep-
resented. Each group was asked to address the
series of discussion points (described above) as
they pertained to their commuanity. During the
afternoon session cach work group reported
hack to the entire Roundtable. The final item
on the agenda was a discussion of crossover
issues among the four work groups.

The discussions that occurred in the sepa-
rate work groups are highlighted within this
report. There is an overview of the leading
maternal, infant, and child health problems as
presented by cach community of color, as well
as the key points of discussion thar took place

in cach work group and any specific recom-
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‘mendations that were made. While certain
themes identified within cach of the four work
groups have much in common, it is important
to remember that each group had its own par-
ncular analysis based on its history and experi-
ence in this country. Therefore, as a means of
respecting the autonomy of cach group, com-
mon issues have been presented as unique con-
cerns. The reader mav note some overlap.

Also included is a summary of the afternoon
Jiscussion held by the entire group in which
crossover issues were recognized. This discus-
sion formed the basis for the six major changes
thet are described in the Executive Summary
and at the end of this report.

There are additional factors to keep in mind
when reading this report. First, while
Roundeable participants were encouraged to

express their views fully and frankly, their div-
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cussivns by no means represent all issues and
concerns that have an impact on their respec-
tive communities of color. Rather, they reflect
the interests and emphases of the individuals
taking part in the Roundrable.

Finally, this report represents only the
heginning of a process to develop policies that
are inclusive of all communities of color. The
participants look forward to much additional
work, including further discussion, research,
and other coalition-building activity to build
a health care system that will adeguately meet
the needs of the many communities of infants,

children, and families in our nation.
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t has been projected that h\‘; end of the

twenty-first century, no one racial or ethnic

group will comprise a majority in the
United States (1). People of color will be the
majority in 53 of America's largest cities by the
year 2000, when one out of every three
Americans will be either African American,
Asian/Pacific Islander, Middle Eastern, or
Hispanic/Latino. By the year 2030, experts pre-
dict that people of color will make up more
than half of the U.S. population (2).

The reality of cultural diversity in the
United States, coupled with poor health status
in many communities of color, has far-reaching
economic, political and social ramifications.
These ramifications demand a commitment
from our leaders at all levels to address and take
action on the issues raised by these communi-
ties with respect to their health and well heing.
Currently they struggle with problems such as
infant mortality, morbidity, low birth weight,
and poor child health status. Current statistics
on these health indicators within communities
of color provide a telling picture of the future of
our nations health.

For example, although the mortality rate for
U.S. infants dropped from 29.2 per one thou-
sand live births (29.2/1000) o 9.8/1000
between 1950-89, striking racial and cthnic
disparities still exist. In particular, there are
significant differences between the morrality
rate for African American babies (18.6/1000

A CULTURALLY DIVERSE AND EMERGING MAJORITY

[N T A O T

in 1989), Native American babies (13.5/1000
for the period 1984-86), and white habies
(8.1/1000 in 1989) (3). The low birth weight
rate for Asian Pacific Istanders is slightly higher
than the rate for white Aniericans; significant-
ly, however, there are insufficient data to deter-
mine how severe the problems of mortality,
morbidity and low birth weight are among the
subpopulations of this group.® The statistics for
Hispanic/Latino communities reflect similar
gaps in datarevealing high postneonatal mor-
tality,** low birth weight, and high infant mor-
tality among the Puerto Rican community.

Recent studies suggest that we must look
beyond health status and address the causes of
racial and ethnic disparity and other historical
and psychosacial issues as well (4). The causes
of these sobering health indicators are much
more complex than simply lack of access to ser-
vices. Each of these communities has had a
unigque experience in a larger culture which
views them as minoritics.

It is also important to note that communi-
ties of color should not be defined only by their
problems. Inherent within each culture is a
wonderfully distinet complexiry and rich

diversity.

*Subpopulation refers toan ndentittable fraction or subdivmion of a population Ge, the Vietnamese are

subpopulation of A 1ins).
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‘ostnconatal mortality reters to the death of an mtant after the fimt month of bie.
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Roundtable participants acknowledged

shared strengths and strategies for survival,
consisting of the following elements within
each of the four communities of color repre-

sented.

¢ Each community is rooted in cultures that
respect the earth and our responsibility as
human beings to live in harmony with all

nature;

¢ Each community developed from cultures
with a deep respect for the divinity and inher

ent dignity of cach human being;

¢ Each comununity has cultural traditions of
and holistic healing which demonstrate a
respect for the person and hisfher ability to
heal him/herself and retumn to a natural state

- of balance and homeostasis; and

& Each community has been transplanted,
albeit by different means, to a nation which
systematically rejects these notions. (Even
Native Americans have been transplanted in
the sense that they have been torn from their
tribal homelands and moved onto reserva-
tions or into communities in which they are

viewed as “the other.™)
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ork group participants mchuded Bylive Acery, MEd, s group

leader. Judy Bendev, MBA, Linda Holmes, MPA. Alma

Pena, MA. and Jovce Thomas, RN, MPH, PNP.

Overview

Infant mortality among African Americans, at
more than twice the rate of that for white
Americans, is unacceptably high. Their inci-
dence of low birth weight follows a similar
trend, affecting 13.5 percent of births ta
African American women versus 5.7 percent of
births to white women in 1989 (5). Despite the
steady decrease in rates for both groups over
the past three decades, the documented gap in
infant morbidity and mortality rates for the two
communities has remained virtually unchanged.
The largest community of color represented at
the Roundtable, African Americans account
for 12.1 percent of the U.S. population,

The African American work group attrib-
uted poor birth outcomes for African American
women to such factors as high rates of teenage
pregnancy, lack of carly prenatal care, smoking,
diabetes, and maternal alcohol and drug abuse,

The group recognized that disparities in health

Aruitoxt provided by Eic:
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status will not diminish unless maternal and
child health care systems begin to look beyond
the surface and address socioeconomic factors
and psychosocial issues associated with the
African American community that lead to
high-risk health conditions and behaviors. The
group views community and political empower-
ment as the paramount strategy to address
these underlying problems; such empowerment
can be achieved through greater use and fund-
ing of community-based organizations for deliv-
ering health care. an increase in African
American providers, and an emphasis on cul-
tural competency both in the organizations
that deliver health care and in the maternal

and child health leadership structure.

Points of Discussion
Racism. lt was the consensus of the African
American work group that racism remains a
part of the fabric of American society and that
it pervades every major institution, including
churches, schools, courts, prisons, and health
care facilities. Racism has had a particular
impact on the health care system, in the view
of the group, and has significantly reduced
African Americans' access to care (ic, the
availability, accessibility, and acceptability of
services), and medical education. Perhaps as a
result, health statistics reflect that the African
American community as a whole has poorer
health status than that of white Americans.
This makes the development of culturatly com-
petent systems of care all the more necessary,
To combat racism and cultural insensitivity
within the health care system as a whole, the
group catled for the development of culturally
competent systems of care (refer to Executive
Summary for definition). The group also called
for the development of core curricula abour

Atrican American culture in the training of
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“health care professionals. These would address

Q
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real culrural ditferences and help combat myths
and stereotypes which interfere with under-
standing and acceptance. The strengths and

contributions of African American people and
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communities should be stressed.

Develop culturally compe-

tent systems of care for the African American com-
munity and core curricula that emphasize African
American culture for health care providers.

(9 X1
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Another problem is that the number of
African Americans who has e received a med-
ical or allied health educatien is low in rela-
tionship to the health care needs of the African
Amcrican community as a whole. One reason
may be that the health care industry and media
have given linited exposure to African
American professionals, resulting in few role
models available to influence the professional
choices of African American students. Also,
African American health professionals often
have difficulty securing financing for their edu-
cation.

Thaose African Americans who do become
trained as health professionals do not always
return to the community. The burden of loan
repayments makes lower paying community

service positions less attractive.

Aruitoxt provided by Eic:

Mentoring, Upward

Bound and career development programs should be
supported as necessary parts of identifving, encour-
aging, and enabling African American vouths and

adults to become health care professionals; in addi-
tion, they need better understanding of and greater
access to the U.S. Public Health Services Natiomal
Health Service Corps.

Finally, increased numbers of African
Americans need to be recruited as managers of
community-hased organizations and provided
with ongoing support in the form of technical
assistance, career development, and network-
ing opportunities. Budget constraints make it
difticult tor them to develop the necessary
expertise in arcas such as tundrasmg and
development: theretore rarely do they advance
into the upper echelons of maternal and child

health organizations. A combination of men-




toring, executive appointment and other pro-
grams is necessary to break the glass ceiling and
increase the number of African Americans in
higher salary groups and volunteer leadership
positions.

Recruit and develop ongo-
ing suppurt mechanisms for African American pro-
gram managers to supply them with technical assis-

tance and career development ofportunities.

Community and Political Empowerment.
Group participants felt strongly that the collec-
tive voice of the African American community
has yet to be heard in terms of maternal and
child health issues. African Americans are, for
the most part, not involved in the formal prob-
lem-solving process: historically, they have not
been represented by those organizations invited
to the table where policy decisions are made.
As a result, African Americans lack the power
and resources to effect broad-based changes,
both in their own communities and on a
national level.

Despite this, African Americans are acutely
aware of the vressing health care needs in their
communities and, more important, what strate-
gies work and do not work. Therefore, as a first
step towards change,the group called tor
empowerment and self-determination among
African Americans, allowing them to develop
solutions to heal therr own communities.

How are maternal and child health services
to he desipned so that communities and indi-
vidual clients are given a sense of empower-
ment! There was particular agreement wirhin
the group about the fact that more community-
based health centers are needed, that such cen-

rers are the answer to delivering services in a

manner that doesn't intimidate clients and
Joes reinforce their sense of self-worth. The
political pressure for such centers can be gener-
ated by African American medical societies
and professional organizations.

Seek support within the
African American leadership structure for commu-
nity-based organizations providing culturally-
appropriate services to the African American

community.

Unfortunately, community-hased organiza-
tions face major funding challenges to establish
innovative programs and to maintain successful
programs once they are up and running. Small
organizations have staffing constraints which
often preclude the development of in-house
expertise; this makes it difficult for them to
identify funding sources and develop successful
grant proposals. The lack of technical expertise
also has a major impact, as do government
restrictions such as time-limited grants and the
labor-intensive processes involved in submit-
ting grant applications.

Increase funding, extend
funding periods, and offer technical assistance
for commumity-based primary care services in

programs with established track records of

providing culturally competent services to

communities of color.

Outreach. Some nuternal and child health
organizations have limited the status and effec-
tiveness of African American community out-
reach workers, who are frequently employed in
low-paying positions with limited responsibility

and virtually no advancement to management

ERIC i 4
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[ Access Issues. The group felt that primary
health care services to mothers and infants
must be extended beyond the first six weeks or
tive years of life, as is current practice. Mothers
and infants need to be followed after their
release from the hospital or birthing center.
Children need to be assured of care throughout
their growth, and into adulthood, art lease
through the first 20 vears of life.

Extend coverage of prima-
ry health care services bevond infaney or early

childhood into voung adulthood.

The group labeled midwitery services and
treestanding birthing centers as vital alterna-
tives to hospital-based obstetric care from
physicians. Midwifery provides a supportive
environment that promotes the concepr of
wellness among women and their role in the
birthing process. In some communities, howev-
er, midwifery services have met with opposition
trom the medical community; in others, the
scope of services which midwives are allowed
to perform is limited. Moreover, there isa
shortage of available midwifery services in the

: African American community. Particularly in

i urban and rural settings with little or no access
tevels. Often they are supervised by mainstream o .

' o _ to physicians, these alternatives should be used.
professionals with little knowledge of outreach

. N Increase education about
methods that are eftfective in African

_ - midwifery and free-standing birthing centers as
American communities.

. . valid altemative obsterric approaches.
Recognize and validate the
crucial role of community outreach within commu-

nity-based maternal and child health organizations.

ERIC n
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Behavioral and Environmentai Factors.
The group felr that behavior and environment
{eg, alcohol and drug abuse, and violence) and
their effect upon the mortality and morbidity
of African Americans are not sufficiently
addressed by the maternal and child health
community. The needs of the community can-
not be isolated from the environment in which
services are delivered and the effects of that
environment upon its inhabitants.

Another critical issue identified by the
group was the inability or unwillingness on
the part of health professionals to address the
gender-specific issues of African American
women, i¢, their relationships with significant
others and with their children, and their child

care needs.

Data Collection. The group called for self-
determination in the design of data collection
within the African American community. Not
only is there a lack of data with respect to how
subpopulations within the African Amerncan
community {eg, persons from Haiti, the
Caribbean and Central America) differ n
terms of health practices, beliefs, and concom-
mitant service needs, but researchers’ lack of
familiarity with the norms and culture of the
African American community calls into gues-

tion much of the data that have been collected.
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Weork growp parecipanes mehaded Ngeven Minh Chaw, MA,
EdSMS, av s leader, Mae- M Qrem Flo, MSW,
ACSWLOSW, Thdu Khees, Lidlan Lew , MEJ, RD, and tHo
Lramg Tran, MDD
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Overview

Asian and Pacific Islander populations account
tor 2.9 percent of the U.S. population. They
appear to have the nation's lowest infant mor-
tality rates, ranging from 4.0 per one thousand
live hirchs (4.0/10C0) among Japanese
Americans in 1986 to 6.5/1000 among Asians
other than Chinese, Japanese or Filipino.
These rates compare with 8.9/1000 among
white Americans and 10.4/1000 among the
nation as a whoie (6).

Because of these figures, many helieve that
the Asian and Pacific Islander community has
no maternal and child health problems, but
this misrepresents the facts. Rates of low birth
weight differ among ethnic groups within the

community, but overall are higher than those

among white Americans. Asians have the
highest proportional mortality due to birth
defects. The scope of indicators to define infant
and child health within this community must
e broadened to other majar huslth indicators
hesides infant mortality.

The impact of such factors as poverty, lack
of medical insurance, young age at parity, low
educational attainment, single mothers, and
increasing alcohol and drug abuse in the com-
munity often go ignored. As a result, funders
and planners of programs and services fail to
consider all of this group’s maternal and child
health needs. There is a particularly high inci-
dence of infant mortality and low birth weight
associated with lower incomes and childbearing
at a younger age. Refugee women lack knowl-
edge of family planning services, and in some
arcas, Southeast Asian refugee women have
prenatal care only in the third trimester.
Southeast Asian refugee children show a high-
er prevalence of lead absorption than other
high-risk groups. .

The National Birth Cohort Study suggests
that the underestimation of infant mortaliry
rates for Asian &nd Pacific Islanders ranges
from 28 percent for Chinese, to 39 percent for
Japanese, to 51 percent for Filipinos, to 61 per-

cent for other Asians (7).

Points of Discussion

Data Collection. Data on the Asian and

Pacific Islander community do not account for
its different subpopulations (eg, Vietnamese,
Cambaodians, Laotians, Hawaiians, Filipinos,
Samoans, Guamanians, etc). Researchers also
overlook differences within subgroups, such as

acculturation and education,* even though

*Acculturation s detined as the cultural modification of an individual, group, o peaple, through prolonged and continuous
mieraction nobving miercultural exchange and borrowing from ditferent cultares. The term s often used when reterrng 1o
second or third-generition unnugrants as opposed to thease who are newly arrived.

ERIC
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»diympnrr;mt distinctions exist berween the
Amcrican-born Asian group and new immi-
grants, whose needs and concerns are vastly dif-
ferent. As an example, American-born mem-
bers of this community usually have mastered
the English language and to a large extent have
accepred the Western health care system.
Foreign-born or new immigrants, on the other
hand, often encounter a language barricr. Most

of them come to the United States with tradi-

tional heliefs that may interfere with their
seeking care, such as the belief that health sta-
tus is predetermined hy fute and therefore the
individual need not be active in the health
CUTC PIOCESS.

The tendency to lump together available
Jata, coupled with the unavailability of data on
certain subpopulations, are at least in part
responsible for the myth of the Asian and
Pacific Islander community as a healthy and

economically successful

model minority.

Cultural Issues. Asian and
Pacific Istanders tend to keep
problends to themselves and
are hesitant to demand ser-
vices. This culrural tendency
makes it difficult to identify
individuals who are in need.
In addition, many Asians and
Pacific Islanders continue to
adhere to traditional health
practices, such as the use of
herbal medicines and oint-
ments, and practices, includ-
ing cuining, a therapy consist-
ing of rubbing an area of skin
with a coin to bring heat back
into the bady. The lack of
understanding and accep-
rance of these traditional
remedies may also contribute
to reluctance among clients
in this community to expose
themselves to Western health

care practices.

Q 2 8
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Even when services are available
to this community, cultural factors
such as these may impede access and

‘ result in underutilization. Qutreach
i and home visitation by trained staff
could bring services closer to those
members of the community who are
at risk, and also help break through
the cultural barriers which prevented
clients from secking care in the first
place.

Increase access
to programs and services through oue-

reach and home wisitation.

Community Involvement. Greater
community involvement also can

help in identifying real needs that lie
behind these cultural and communi-
cations barriers; unfortunately, the
historically low level of activism

tound within Asian/Pacific lslander
communities has contributed to the
misperception of Asians/Pacific

[slanders as a model minority. There

is a feeling among leaders of this community
that strategies should be developed to empower
it to articulate its issues and concerns more
clearly and effectively, and to make sure that
its requests for services get the attention they
deserve. Representatives from the diverse seg-
ments of the Asian and Pacific Islander com-
munity should be actively recruited to partici-
pate in forums addressing maternal and child
health issues; their input can help to clarify
issues, put pressure on policy makers, educate
the public, and facilitate increased funding,
Coalition building shoukd be undertaken at the

local, state and national levels,

- LRIC

An cffort should be made
to actively recruit members of the Asian/Pacific
Islander commumity to participate in maternal and
child health forums and coalition-building at
all levels,

Funding. The absence of refined data about
this community, coupled with cultural barriers
that make it difficult to identify needs, perpetu-
ate the myth that there are no real problems
here. This tendency to view the Asian and
Pacific Islander community as a “model minori-
iy" results in a shortage of funding for necessary
programs. Program initiatives targeted for other
communities of color are considered inappro-

priate for Asians and Pacific Islanders; howev-
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er, data shortages and the narrow focus of

national maternal and child health initiatives
on infant mortality make it extremely difficult
for advocates within this community to docu-
ment their grant proposals and petition for ser-
vices. Those demonstration projects that do
exist are temporary; rarely are exemplary strate-
gies and service delivery models incorporated
into public health service initiatives.

: . The federal government
shoudd continue to fund demonstration projects tai-
lored to the Asian and Pacific Islander community
and should incorporate exemplary models into the
public health system.

Effective Outreach. Language barriers often
exist between providers and service recipients,
and staff who can effectively communicate
with clients are not always available. As a
tesult, other staff, such as janitors, sometimes
are asked to serve as interpreters; this situation
is highly inappropriate in terms of confidential-
ity, confidence, trust, and medical information.

Even when bilingual staff are available, bicul-
tural staff usually are not. Staff who are sensitive
to the cultural diversity of this community are all
too scarce. As a result, subtle cultural behaviors
and norms are not understood.

Train and certify commu-

nity outreach workers as a component of providing
health care services to the Asian and Pacific

Islander commumity.

Increase Bilingual/Bicultural
Professional Staff, Increasing the pool of
professionals who not only understand the lan-
guages spoken in these communities, but also
understand and respect their cultures, would
help in reaching populations at risk. One solu-

tion might be to encourage health care profes-

sionals from this community to return after
their training, although the lack of perceived
rewards (income, personal satisfaction) makes
recruitment difficult. Therefore the group
stressed the need for a commitment on the part
of all health care professionals, whether or not
they are from this community, to provide ser-
vices in a culturally competent manner as a
means of gaining the community’s trust. This
calls for a sensitivity to the existing beliefs and
values of the Asian and Pacific Istander people.
' Increase pool of biculeur-
alfbilingual health professionals available to this
community,and encourage cultral sensitivity on

the part of all health professionals who serve it .

National Advocacy. The Asian and Pacific
Islander community lacks a national advocacy
group that speaks to their maternal and child
health issues and concerns. A national advoca-
cy organization is needed to dispel the myth of
model minority, to increase the awareness of
this community's diverse subpopulations and
their related maternal and child health issues,
and to participate in developing national policy.
A national advocacy
group for Asians and Pacific Islanders is needed to
bring together the very diverse poprdations that
make up this community and sevve as a collective

voice on maternal and child health issues.




Work group parucipants inclhuded Hennetra
Villaescusa, BSN, RN as group leader, Tunaa
Pagan Raggio, MD., Carmen de la Criez Rucew,
MD, Jesus Juse Joe) Rihwo, Jr, Ph), and Saloa
Femandez Villareal, MDD,

Overview

The Hispanic/Latino conumunity is heteroge-
neous: 60.4 percent Mexican American, 12.2
percent Puerto Rican American, 4.7 percent
Cuban, 12.3 percent Central and South
American (excluding Brazil), and 8.5 percent

. ather, according to 1990 census data. (This

ERIC
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breakdown does not include Puerto Ricans liv-

ing in Puerto Rico.) In total, this community of

color accounts for about 10 percent of the US.
population.

Hispanic/Latino people live predominantly
in 10 states throughout the country and are
represented in all strata of American society,
Maost Hispanic/Latinos are bilingual, although
some speak only Spanish and still fewer speak

only English. An estimated 73 percent of all
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Hispanic/Latino persons in the United States
were born here. There are thought to be a sig-
nificant number of undocumented U.S. resi-
dents of Hispanic/Latino descent who are
undercounted in U.S, census data. Planning
services and securing funding for a population
which has not been counted is challenging.

The problems surrounding infant and child
health within this conununity are complex. On
paper, the statistics scem reassuring in that the
infant mortality rate for the Hispanic/Latino
community is similar to that for white
Aumcricans, despite a greater incidence of risk
factors such as poverty and lack of insurance.
This has generated interest in looking at the
aspects of this culture that play a positive role
in hirth outcomes. Some observers have sug-
gested that the rise in infant mortality rates
among secopd generation Hispanic/Latino
persons may point to a cultural influence
that promotes health and diminist.os with
acculturation.

Some public health experts feel that the
Hispanic/Latino infant mortality rate and per-
centage of low birth weight babies are underes-
timated, however, since these numbers do not
include undocumented, out-of-hospital births
and deaths. Also, while the community’s infant
mortality rates are considered low as a whole,
there are higher rates among different subpopu-
lations.

Puerto Rican Americans have the highest
infant mortality rate within this group (11.9
per 1000 live births, or 11.9/1000 for the period
1984-86), with low hirth weight as a major
cause (8). Other problems include high post-
neonatal mortality and morbidity, low utiliza-

tion of prenatal services, and high rates of teen

pregnancy. The health problems within the
Hispanic/Latino community clearly are more
scrious than what is represented by infant mor-
tality statistics alone. Additional data based on
broader health indicators must be collected,
and additional health problems, including
those extending into childhood and early
adulthood, must be addressed.

Points of Discussion

Cultural Strengths and Diversity. The
Hispanic/Latino community is both large and
extremely complex. It is made up of numerous
subpopulations with unique aspects, including
language, behaviors, beliefs, and values. The
prevailing monolithic approach to delivering
health services reflects little understanding and
appreciation for this community as a whole,
and also fails to recognize the cultural differ-
ences that exist between subpopulations and
the impact of acculturation within separate
subpopulations.

Different levels of acculturation influence
approaches to health and nutrition, including
reliance on folk medicine. They help shape
lifestyle behaviors (including smoking, drink-
ing, use of drugs, reaction to stress), and belicfs,
such as spiritualism, Catholicism, or fatalism.
These differences, while typically not recog-
nized, all have an impact on health status and
behavior. Ironically, even though first gencera-
tion Hispanic/Latino immigrants tend to be
viewed as having poor health habits—a view
often associated with low economic status--they
probably have better health habits than third

or fourth generation immigrants.
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Unfortunately, training of health profession-
als in the United States, with few exceptions,
does not include exposure to the
Hispanic/Latino culture, and doctors, nurses,
and other health care workers from outside the
community are ill equipped to overcome prob-
lems caused by the language barrier combined
with cultural differences. This means that often
they are not in a position to utilize the follow-
ing cultural strengths that were identified by
the Hispanic/Latino work group as conducive
to promoting good health:

Use of the family model

dously important in this culture, and the

Family is tremen-

Hispanic/Latino community is distinguished by
the traditional strength of the extended family.
This can have a positive influence on health
behaviors that affect birth outcomes, including
nutrition, It is necessary, therefore, to recognize
and honor the social support traditions that

sustain families, and for providers to adopt

RIC
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intergenerational approaches that recognize
the role that other members of her extended
family (eg, mothers, tathers, grandparents,
spouses) play in a patient’s care.

Traditional medicine—The birth process
(and, indeed, the provision of health care over-
all) has to incorporate traditional practices if
providers are to achieve a relationship of trust
within this group. Acknowledging traditional
practices exhibits one aspect of cultural sensi-
tivity and provides a more complete and com-
prehensive medical history, while encouraging
active participation of the woman in her healtb
care.

When designing models of
health care delivery for the Hispanic/Latino com-
munity, rely upon recogized cultiral strengths of

this population.
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Data Collection. inadequate data mistepre-
sent health problems of the Hispanic/Latino
community and pose a barrier to obtaining sup-
port for improved services. Several factors con-
tribute to this situation.

First, the validity of infant mortality data is
skewed by the large number of undocumented
members of the community who entered this
country without going through immigration
channels. Complicating this problem is the fact
that cultural norms inhibit the complete
reporting of spontancous abortions and infant
Jeaths. Border populations within this commu-
nity tend to bury their dead infants in Mexico,
where funerals are cheaper than in the United
States. This contributes to undercounting, for
even when such mothers are not documented,
their infants born here are U.S. citizens and
therefore their deaths would atfect infant mor-
tality rates.

Another data collection problem is the
practice of coding Hispanic/Latino persons of
fair complexion as white and those with durker
complexions as African American. This has
been particularly problematic on death certifi-
cates, where a significant number of infants
have been given an ethnicity different from
their parents.

Furthermore, statistical gaps pertaining to
maternal and child health data in the
Hispanic/Latino community must be filled in.
The narrow focus on infant mortality as the
primary indicator of maternal and child health
means that other important health indicators,
such as maternal mortality and child mortality,
are missed. Morbidity data, also, have been
scarce to nonexistent within the
Hispanic/Latino community. Tracking systems
are so poor that rates for factors such as hirth

defects remain virtually unknown.

Broaden
to reflect a more comprehensive view that includes
maternal, infant, and child morbidity and mortali-
ty, rather than just infant mortality.

ealth indicators

Finally, existing data collection methods at
the local level do not reflect the complexity of
the Hispanic/Latino community. Data collec-
tion efforts must begin to segment communities
and account for local conditions, including
environmental and occupational issues, accul-
turation, and the various subpopulations that
make up these communities.

For a truer picture of the community being
served, the work group called for a non-tradi-
tional method of data collection. A community
survey could be conducted by trained commu-
nity members in a non-threatening way; this
would clicit information from people who are
not typically responsive to outsiders, As part of
this process, community members should be
consulted to assure that the data collected are
relevant to their concerns and that culturally
appropriate methods are used; it is essential
that data reflect the picture of the entire com-
munity, including its undocumented members,

' Use trained community
members to conduct community surveys to obtain
data that are more accurate and reflective of the
health status of the Hispanic/Latino population.




Empowerment Through Community Base.
The Hispanic/Latino community looks to the
U.S. public health system to meet its health
care needs; however, it views that system as
deficient in developing the necessary linkages

to provide relevant services and promote

The group recommended that the commu-
nity be involved in the development of pro-
grams under a community-based primary care
model. Existing community-based models need
to be supported and 2 mechanism to replicate
these models must be instituted. Health care
needs must be assessed in a culturally sensitive
manner, with community involvement at all
levels of planning, development, and imple-
mentation. As stated by one group member,
“When people are empowered, other things
besides health care start to change.”

The process of applying for funds is often

too cumbersome for community-based organi-

health. For the most part, public clinics place
no emphasis on community involvement or
tailoring services to community needs, even
though these are crucial strategies for meeting

the needs of this population,
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zations for various reasony, including the lack
of expertise to successfully apply and obrain
support and inadequite manpower to both run
the project effectively and maintain funding
fevels. For this reason the Hispanic/Lating
work group recommended that the federal gov-

ernment and others provide the technical assis-
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“tance, granrs, and support needed ro build

effecrive community-based models.

They predicted that if community-hased pri-
mary care and prevention programs are not
funded, the cost to the federal government will
increase later.

’ : Direct federal funding and
technical assistance to support the development of
effective models for community-based organizations
to deliver health care and other service.

Shortage of Cuiturally Appropriate
Providers. Shortages of culturally competent
professionals can be addressed in part through a
mechanism targeted to professionals from other
countries who have been prevented from prac-
ticing in the United States due to various
licensing restrictions. A talented pool of
Hispanic/Latino health professionals is avail-
able, including physicians, health technicians,
social workers, nurses, and health educators.
Unfortunately, many of these trained profes-
sionals are prevented from practicing in the
United States due to various licensing restric-
tions. The group suggested that these providers
be acrively recruited and assisted with their
transition into the U.S. health care system.
This miyhr include developing programs to
help them prepare for licensing exams in this
country and also assisting them with job place-
ment that makes use of their health care skills.
These steps broaden access to care for the
Hispanic/Latino community and provide a cul-
tural affirmation that is now lacking.

: ' Develop programs to
recruit and mainstream Hispanic/Latino health
care professionals into the U.S. health care system
for the specific purpose of providing services to the

Hispanic/Latino community.

In addition, the group noted that
Hispanic/Latino youth, for many reasons, do
not seek careers as health professionals, and
recommended funding for the development or
replication of existing mentor programs.

Fund and maintain men-
tor programs that encourage Hispanic[Latino youth
to seek careers as health care professionals.

National Representation. Hispanic/Latino
people lack representation in health and social
policy formation, both domestically and inter-
narionally. Often their concerns with regard to
jobs, housing, and other social issues go
unheard, even though these factors have a
direct impact on the health status of their com-
munity.

Another crucial issue is that of funding nec-
essary services to this community based on its
actual numbers, for which data are now scarce.
Service delivery needs to be rooted in reality,
ie, the demand for services should be gauged by
the number of people who present for services,
and not by the fictional picture presented by
statistics.

Fund and provide needed
services for the Hispanic/Latino community based
on demand, regardless of immigration status (i,
documented or undocumented).

<o




Work growp prorticipants melieded Charors Asetover, MA, group
leader, Emest C Bighom, Jr. MAL 1. Angelina Borhon, RN
Georgia Crawford, BS. and Csnthia A. Snuth, MPA.

L
Overview
Native Americans comprise nearly 1 percent of
the U.S. population (0.8 percent). Whether
living on or off the reservation, they experience
severe maternal and child health problems,
cven though their infant mortality rate, ar 9.7
per one thousand live births (9.7/1000) in

*Sudden mfant death swindrome, or SIDS, 18 the widden death af an mtant under one year of age for which the canse remains unes-

198486, was lower than the narional average
of 10.6/1000. This rate masks substantial differ-
ences between Alaskan Natives, whose infar
mortality rate was 14.6/1000 in 1985, and
American Indians, whose rate was 9.3/1000.
Moreaover, these data from U.S. Vital Statistics
are thought to be underestimated. Resules from
the 1983 National Birth Cohort Study suggest
that the infant mortality rate for Native
Americans may be underestimated by as much
as 26 percent (9).

Postneonatal deaths are of concern and
result from a high incidence of sudden infant
death syndrome,* injuries, birth defects, gesta-
tional diabetes, and fetal alcohol syndrome. A
high adolescent pregnancy rate combined with
limited access to and use of prenatal care con-
tribute to large numbers of low birth weight
infants.

The Native American group tended to view
that community's health problems as directly
related to the vestiges of governmental domi-
nation, benign neglect and broken promises.
Health issues, they felt, must be viewed within
the context of cultural, political, economic and
spiritual oppression to which tribal nations
have been subjected for the past 500 years and

to which they continue to be subjected.

Points of Discussion

Barriers to Care. Historically, Native
Americans have had a legal right to health care
through treaty arrangements with the federal
government. Today most Native Americans
consider the federal Indian Health Service
(IHS) o be their primary health care provider,
although these services have not been mandat-

ed by Congress as an entitlement program.*#

plamed after a complete post-mortem exanunation, mchiding an mvestyzanion of the dearh seene and seview of the Gise histon .

¥ n legnlative terms, an entitlement program s one for which safticent tunding s asured to provide services tor all who apply and

are deemed eligible.
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Within recent years, the IHS has tried to

centralize services in locations that are off
reservations; as a result, some Native
Americans must travel long distances to THS
hospitals or face using more expensive, non-
IHS providers. A scaling hack of the U.S.
Public Health Service Corps has further
reduced access to services.

Another concern is that HHS services tend
to be crisis-oriented rather than preventive in
nature. Native Americans often wait until
health conditions have reached life-threaten-
ing proportions hefore seeking care. Services

tend to be provided paternalistically, with

Native Americans having little or no opportu-
nity to say what care is needed or wanted—as a
result they feel they lack choices regarding
their own health.

Bring public and private
nonprofit health entities toge.her with community
moups to develop systems of care that are commu-

nity based, preventive, and accessible.

Fragmentation and Isolation. The Native
American community is extremely isolated, its
members out of touch with one another and,

particularly for those members living on reser-

vations, with outstde communities. The effects
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of poverty, geopraphic isolation, poor trans-
portation, and bureaucratic controls serve to
keep interactton to a minimum; this is true
hoth of individuals and organizations represent-
ing Native Americans.

Successful strategies are being devel ped by
the Native Amcerican community to counteract
these effects. Many of these feature community
involvement and ownership in new service ini-
tiatives—everything from needs assessment to

service delivery.

For example, suc-
cessful nonprofit orga-
nizations are focusing
on the delivery of
community-based,
rather than office-
based, services.
Traditionally, older
members of the com-
munity have been con-
sulted on the needs of
the community, and
within the traditional
“circle of elders,” deci-
sions are reached by
consensus.* To repli-
¢ :te this process, com-
munity members are
being asked for feed-
back on the relative
success of service ini-
tiatives and are
involved in the deci-
sion-making processes
of community-based
organizations. All
segments of the
community are becoming involved, from
teens to elders.

Integrate into service
delivery madels strategies that draw from the
“circle of elders” concept as well as that of commu-

nity outreach workers.

Coalition-building is another key strategy.
As one example, the Native Women's
Reproductive Rights Coalition has developed a

broad agenda, addressing such issues as housing,

*Aarde of chles™ s detined as a group of older, expenenced. respecred people within a Native Amenicin tnbe who senve

s etides and decsion-muakers for the communiny.
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nutrition, domestic violence and assaul, dia-

betes, education, and spinitual and emotional
needs. Within coalitions of this sort, real
options can be explored by those most affect-
ed-including teens, young adults, and the
elderly—and efforts made to bridge gaps in com-
munication among different social service
providers within a community.

Another strategy being explored at the local
level is to train community members as com-
munity outreach workers, who then serve as
experts and equal members of the health care
team. These positions demonstrate an emerg-
ing professionalism and are viewed as honor-

able and respected by the community.

Federal and Tribal Bureaucracy. The
bureaucratic entanglements of the Indian
Heatth Service (IHS), the U.S. Public Health
Service, the Burcau of Indian Affairs (BIA),
and the various tribal governments are a major
barrier to access to care and empowerment
within this community. The group observed
that the IHS, even though it does nor take full
responsihility for the provision of health ser-
vices to Native Americans, exerts tremendous
control over the availability of resources for
community services. And while numerous
nonprofit organizations have developed in
Native American communitics to address
unmet needs, these organizations are often
thwarted in their attempts to obtain federal
and foundation funds.

A sigmificant barrier faced by community-
based organizations secking access to federal,
state, and private foundation funding is the
need for tribal approval. Because tribat povern-
ments are political entities accountable to HHS
andfor BIA, community-based organizations
often find themselves at odds with these gov-

ernments in their efforts to secure funding.
O
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Remove political harricrs
to allow community-hased organizations greater

access to funding resources.

Data Collection. The practice of combming
statistics on many different tribes for data col-
lection purposes seriously distorts the true pic-
rure of infant morbidity and mortality within
the Native American population. Additionally,
Native Americans in urban settings are often

miscounted as cither Hispanics or whites.

National Representation. Native
Amcricans currently fack opportunities to net-
work and share information about ways of deal-
ing with the deficiencies o. their health care
system. Their opportunities to participate in
nattonal forums addressing maternal and child
health issues are limited both by travel restric-
tions and by tack of access to meetings; asa
result, thetr issues and concerns often go
unhcard. Greater national representation and
involvement will help end the isolation of
Native American communities from one
another and from other communities of color
that face simikar challenges.

Representatives from
diverse Native American comamaities, tribes, and
nations should be included in and be free to travel
to national forens anu attiatives concering

maternal and child health.
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OF 1SSUEY AND STRATEGIES FOR CHANGE

- tion and analysis, a shortage of needed

resources, a crucial need for communiry

L
k]
H

empowerment and outreach, and a glaring

| - ) l’ ..‘:'.'l‘ 5 il ) ’( : ’:' :_“:”‘i“'t need for appropriate, culturally sensitive train-
‘ . ' ' ' ing for health professionals,
; e ' S Once the system is changed, the chances of
. N l ;\.‘ ”':' ' correcting such problems as poor birch out-
N TP comes and other conditions affecting maternal,
. o o o infant, and child health will be greatly
N . K ': " ‘ “"’ ‘ ‘ ]‘ (,l improved. Six major changes in the system are
i e suggested by the discussions of the work groups;
_ there follows a discussion of cach in greater
vt e detail
[ S HUN NS PR UL B F
O Y T PO N P AL PRI R 1. Qur health care system must become one
R O A I N I that recognizes and respects cultural diversi-
Coeed oot he o g L ty and provides culturally competent ser-
T O o vices that are community based.
! e el [N PRI :
P 2. Current methods of data collection and
‘ analysis must be assessed and revised to
accurately capture problems of marernal,
i intant, and child health in communities of
he message of the Roundtable partici- color.
pants, voiced both as members of 3. Qur existing health care system must shift
their respective work groups and col- its medical focus away from the disease
L ctively, is clear: The existing health care sys- model to promotion of health and wellness
tem is hot meceting the needs of communities of madels of care with respect for tradirional
color and must be significantly changed. health practices.

Many of the issues and strategies identified

4. More resources must be made available ro
by the work groups were common and recur-

ring and revolve around key themes. They expand and continue the Roundrable
and revoive arc Jd Key > S, ey
L . srocess and hegin developing poliey to
dealr with inadequacies in the current health P ’ R ping policy
. . effect change.
care system, which the work groups perceived

as having particular consequences for commu- 5. Communities of color, all but disenfran-
nities of color. Among these themes, or inade- chised by the current system, need narional
guacies, are: racism and cultural insensitivity, representation by organizations willing and
an overemphasis on the disease medel of med- able to advocate on their behalf for program
ical care and neglect of health and wellness and policy expansion.

concepts, an ahsence of accurate data collec-
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6. Organizations serving people of color need

to he supported by mainstream national

organizations in their efforts to develop link-

ages with one another and build collective

support to cftect change.

Develop Culturally Competent,
Community-Based Systems of Care.

To be truly responsive, the health care system

needs to be one that is designed to acknow]-
edge, respect and incorporate the cultures of

the populations served. This is best accom-

plished at the community level, and by provid-

ing maxitmum opportunities for the involve-

ment of local residents. Culturally competent,
communiry- based systems of care will be best

able to respond to special needs and concerns

as they occur.

The hallmark of such systems would be poli-
cies and procedures that were developed by the
people served. Eligibility criteria, employment
practices, data collection methodologics, even

how health professionals are trained—these are

all arcas subject to resident input, determina-

tion and control under a community-bused sys-

tem of care.

Revise Current Methods of Data
Collection and Analysis.

Data collection issues were numerous among

all of the groups. lssues ranged from presenting

Jdata in the aggregate for communities of color,

which conceals the true problems that exist

within racial and ethnic groups; to limiting the

scope of indicators with which we measure and

assess problems of matern!, infant, and child
health among communities of color; to a lack

of community representation in the design of

O

RIC

Aruitoxt provided by Eic:

30

EEJ

data collection and analysis. Roundrable partic-
ipants agreed that priorities for communities of
color need to include training to develop

expertisc in research and darta collection.

Promote the Health and Wellness Model.
It is clear from the work of the Roundrable that
each of these communities of color desires to
approuch its maternal and child health needs
from a health and wellness perspective.
Roundrable participants repeatedly expressed
support for sceveral concepts. First, they desire
that health be viewed in a broader sense, rather
than merely as being free from illness, and that
the woman be examined in the context of her
family, her culture, her community and the
larger environment. They desire that health
care providers respect and value the role of

women as responsible and active participants
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. o in the maintenance of their own health; in this
regard, the health professional becomes a facili-
tator in the natural healing process. Similarly,
health care systems should validare and include
traditional healers and practices in the mainte-
nance of health and well being;, such as home-
opathy and midwifery.* Finally, participants
recognized that it is important that there be an
overall nuturing relationship between the
woman and her healer, one that includes com-

mitment, love, caring, and trust.

| Provide Resources To Further the

} Agenda for Communities of Color.

} Underlying a majority of the issues raised at the
| Roundtable is the lack of resources available to
address the problems of maternal and infanr
health in communities of color. These prob-
lems and the urgency of developing solutions
must be recognized by our leaders and become
a national priority, above and beyond the
broader interest in heatth care reform that has
already been aroused. The commitment and
political will ¢f our leaders must be backed by
resources to continue bringing communitics of
color to the table through the Roundtable
process or other mechanisms and together
working towards solutions and supporting effec-

tive strategies for change.

*Homeopathy s a system of medical practice that treats a discase by the adminstration of mmute doses of a remedy that
would, in healthy people, produce symproms of the disease being treated.
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“Develop Nationally Based Advocacy
Organizations. A

Roundtable participants talked about the need
for nationally based advocacy organizations
devoted to the protection of rights and services
for women and children of color. Organizations
such as these would help ensure that communi-
ties of color are included when determining the
agenda and prioritics for health care reform. At
present, these communities lack the political
voice and clout necessary to support the level
of change needed to improve maternal, infant,
and child health problems in their respective

communities.

Develop Linkages Among

Communities of Color.

The opportunity to voice concerns, define
problems and issues, exchange success stories
and build networks and coalitions was wel-
comed by all Roundtable participants; howev-
er, it was clear that more representatives from
diverse groups and subpopulations within those
groups needed to be heard. It was also viewed

as important that the representatives of com-

()|

g
munities of color have the opportunity not
only to come to the table, participate, and be
heard, but also that there be an exchange of
information among these communities them-
selves. This would provide each group with a
support system and a way to share information
which otherwise might not reach them.
Examples of such information sharing would
include alternative solutions to similar prob-
lems and both technical and moral support.
Ultimately, these steps will strengthen the
Roundtable process from within. Trusting and
supportive relationships may be formed that
will help empower each of these distinct com-
munities of color to speak in an authentic
voice and achieve its unique objectives in

maternal, infant, and child health.
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RECOMMENDATIONS FOR THE HEALTHY MOTHERS,
HEALTHY BABIES COALITION

oundtable participants, both collec-

tively and within cultural work

groups, developed recom—endations
for the national Healthy Mothers, Healthy
Babies Coalition (HMHRB). Their input was
directed towards securing HMHB's help in pro-
moting public awareness, developing networks,
distributing public education materials, and
developing state coalitions to reduce infant
mortality and morbidity. The following recom-
mendations were offered to HMHB coalitions
at all levels to support their efforts to work

more effectively within communities of color.

¢ Include diverse community representatives at
natiorial, state and local levels. This applies
to the different communities of color as well

as to subgroups within those communiries.

® Advocate and educate within the maternal
and child health community on behalf of

communities of color.

® Become more visible and interact on a

national level on behalf of these communities.

¢ Collaborate with organizations representing
communities of color as a resource and a
linkage.
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® Become involved on community-hased orga-
t.zation boards and disseminate information
“hrough these boards.

® Develop a nativnal forum on culturally-

specific data collection issues.

® Pravide technical assistance to community-
based organizations in the area of fund raising

and dévelopment.

® [ncrease consumer and health professional
awareness of the contributions of midwives
and birthing centers in improving
health care.

¢ Assist communities of color in coalition-
building efforts and participate in existing

community coalitions.

® Ensure that the Roundtable process continues
and that even more diverse groups are
brought together and are heard.
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Directory of Model Programs

Community Health-In Partnership Services (CHIPS)
2401 N. Grand Avenue, St. Louis, MO 63106 (314)632.9231
CONTACT PERSON: Judy A. Bentley, Executive Director
POPULATION SERVED: African American

CHIPS was established to provide health and social service assessments and to manage referrals for comprehen-
sive health services (eg, all medical care, dentistry, and podiatry) for an urban indigent population. An empow'-
erment model is used to overcome barriers and bortlenecks within the health care system; these are negotiated
by screening clients to assess their health care needs and by making appropriate referrals to health care
providers. Professionals and fay volunteers (CHIPS Reps) work with clients and follow up to make sure they
are receiving appropriate care. Prenatal care is delivered by nurse midwives in federally funded community
health centers. Women are managed throughout their pregnancies and as long as needed following birth.

Southeast Asian Health Project (SEAHP)

411 East 10th Streer, Suite 207, Long Beach, CA 90813 (310) 491.9100
CONTACT PERSON: Litlian S. Lew, Project Director

POPULATION SERVED: Southeast Asian

Southeast Asian Health Project is a joint venture of St. Mary Medical Center and United Cambodian
Community, Inc., established to empower Southeast Asian refugees to make appropriate choices regarding
their own health and well being. Given that fertiliry rates for Southeast Asian refugees are among the highest
in the nation, the primary focus has been the provision of prenatal and maternal health support services.
Bilingual workers identify women in need at temples, churches, language and vocational training classes, and
through nome visits, where prenatal patients are taught hygiene, safety, and nutrition in the context of their
own homes. The health educator, with bilingual translators, teaches culturally appropriate health education
classes in prenatal nutrition, labor and delivery, breastfeeding, infant feeding, parenting skills, child develop-
ment, health and hygiene, infant car seat safety, poison prevention and AIDS educarion. Bilingual outreach
workers/translators are used at obstetric clinics and where other medical services are provided. Workshops, con-
ferences and talks are held for health care providers on Southeast Asian healing practices and beliefs,

Sacred Circle of Birth

3124 East 14th Streer, Qukland, CA 94601 (510) 261-1962
CONTACT PERSON: 1. Angelina Borbon, RN, Project Divector
POPULATION SERVED: Native American

Sacred Circle of Birth provides community-hased comprehensive perinatal services for the Qakland Native
American com.aunity and promotes the spiritual, physical, and emotional wellness of the Native American
family. The best of Western technological medicine is combined with traditional values and practices to
strengthen the families of the commzunity by validating their right to traditional, supportive births with dignity,
Trusted and vespected community members have been trained as community health workers to provide ser-
vices: a father of three and a mother of five are certified childbirth educators who conduct childbirth prepara-
tion class; over twenty women have been cerrified as Comadres and can provide support during birth at the
hospital; two women are peer breastfeeding counselors; and four have heen certified as community outreach
workers by a local community college. The program works in partnership with clients and famlies while focus-
ing on well-documented existing problems such as chemical dependency during pregmancy, and Late or no pre-
natal care,
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The Maternity Center Teen Program

Brownsville Community Health Center, 2137 East 22nd Street, Brownsville, TX 78521 (512) 548-7400
CONTACT PERSON: Carmien Rocco, MDY, Medical Diwector

PoruLATION SERVED: Hispanic/Latino

The Matemity Center of the Brownsville Community Health Center is an out-ot-hospital center that empha-
sizes family centered care and education for its clients. Prenatal, labor and delivery, postpartum, and newborn
care to low-risk women is provided by certified nurse midwives with obstetrical and pediatric consultation for
problems. Nutrition, laboratory, pharmacy, dental and social services are also provided. Pregnancy outcomes for
teenagers are improved through early prenatal care and education. Teens are followed by a multidisciplinary
team of case managers, nutritionists, social workers, and nurse midwives, and are encouraged to cooperate and
become involved in their own care. The teen case manager is sigmificanr in providing a thorough psychosocial
assessment of each teen through counseling sessions and home visits; this helps identify areas of needed support
requiring networking with other local service agencies. Along with providing comprehensive health services to
the pregnant teenager, program goals include increasing the teens well-being during and after pregnancy,
improving her self-image and self-care, assisting her in leaming parenting skills, encouraging her to contite
her education, and providing family planning information and referrals to reduce unintended pregnancices.

The Birthing Project

1810 “S" Street, Sacramento, CA 95814 (916) 442-BABRY
CONTACT PERSON: Kathryn Hall, Executive Director
POPULATION SERVED: African American

The Birthing Project is & community-based volunteer organization which has established itself as the resource
for African American matemal and child health in Sacramento. Building upon the inherent strengths within
the African American community (1e, the extended family and the wise woman or “big mamma” concept), the
project pairs preghant women with a support sister who follows them throughout the pregnancy and the first
year of the childs life. The women are provided with direction, emotional support, and education to achieve
the goal of keeping more babies alive and healthy. Linkages are established o assist women in identifying and
obtaining health and human services. On any given day, 200 pairs of women participate in the preject.

Native American Women’s Health Education Resource Center (NAWHRC)

P.O. Box 572, Lake Andes, SIY 57356 (605) 487-7072

ContACT PERSOR: Charon Asetoyer, Executive Divector

POrCLATION SERVED: Yankton Sioux Reservation

The Native American Women's Health Education Resource Center is the first organization of its kind to he
located on a reservation. NAWHRC provides health information and referral services to women and a facility
where women can address issues of concern to the Native American community, such as education, cconomic
development, and land and water rights. Numerous programs have been developed ro deal with women's and

children’s health 1ssues. Significant among them are programs on AIDS awareness, Native American reproduc-
tive rights, fetal alcohol svndrome, nutrition education, obfgyn selt-help, menopanse, and chuld development,
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Mary’s Center for Maternal and Child Care, Inc.

1844 Columbia Road, NW, Washington, D.C. 20009 (202) 483-8196
CONTACT PERSON: Maria Gomez, Executive Director

PopruLATION SERVED: Hispanic/Latino

Mary's Center is a prenatal and pediatric center dedicated to increasing access to comprehensive hilingual care
for low income, uninsured, pregnant women and their children residing in the District of Columbia. The center
is located in the heart of the city’s Hispanic/Latino neighborhoods and provides a holistic and culturally-sensi-
tive continuum of care from pregnancy to age 13, including prenatal, intrapartum, delivery, and postpartum
care, family planning and primary care, midwifery, and teen parenting services. Mary'’s Center views pregnancy
and childbirth as a healthy natural process—reflecting the cultural traditions of the many Central American
immigrants served. Husbands, partners, and families are seen as members of the health care team and are
encouraged to become involved. Examples of the centers programs include the Para Ti Project which serves
pregnant adolescents and their families through active outreach to local schools and family life education, and
First Friends, which has been recognized as a successful resource mother program in the U.S. Commission on
Infant Mortality's Report to Congress. In First Friends, trained volunteers are paired with first-time or high-risk
pregnant teens or women to provide support through the pregnancy and the baby's first year.

Asian Perinatal Advocates (APA)

1001 Potero Avenue, 6E9, Room 9, San Francisco, CA 94110 (415) 206-5450
ConTACT PERSON: Mai Mai Quon Ho, Executive Director

PoruLATION SERVED: Chinese, Southeast Asian, and Filipino

Asian Perinatal Advocates is the only hospital-based in-home support program in California specifically serv-
ing high-risk Asian newcomers with newborn infants and children up to two years of age. APA’s multidiscipli-
nary, bilingual, and bicultural team of paraprofessionals provide on-site and in-home visitation, education and
counseling to address problems of child abuse, lack of parenting skills, cultural shock, mental illness and social
isolation. Through these efforts to promote infant-parent bonding and to prevent abuse and neglect in Asian
familics, APA has screened 2700 clients and assisted more than 600 high-risk families over the past four years.

Center for Black Women’s Wellness/National Black Women’s Health Project
477 Windsor Street, SW, Room 309, Atlanta, GA 30312 (404) 688-9202

CONTACT PERSON: Cheryl Boykins, Director

POPULATION SERVEL: African American

The Wellness Center is a communiry-based, self-help facility serving women in three Atlanta housing projects.
The Center was established to encourage African American women to be active participants in their health
care and their lives in gencral. It offers adult and teen self-help group development, social service assessments
and referrals, and health screenings. Public Housing Qutreach was started in 1985 to combat the serious prob-
lem of teenage pregnancy. In-home support groups have heen formed to encourage girls to postpone bearing
children until they are capable of raising them.

The Mom’s Project
434 Massachusetts Avenue, G-1, Boston, MA 02118 (617) 534-7411

CONTACT PERSON: Maria Aguiar, Project Manager
POPULATION SERVED: African American and Hispanic/Latino

The Mom's project is a community-based project for the prevention of HIV infection and early intervention
with women who are using alcohol and other drugs during pregnancy. Women who need services are recruited
through street and community-hased outreach. Counseling, education, support groups, and immediate assis-
tance are provided to assist women through recovery from addiction, violence and abuse; to enhance and sup-
port responsible parenting skills; and to help them obtain needed food, clothing, transportation, and baby-ut-
ting services,
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Cherish Our Indian Children Project (COICP)

Healthy Mothers, Healthy Babies, The Montana Caoalition

316 Fuller Avenue, P.O. Box 876, Helena, MT 59624 (406) 449-8611
CONTACT PeRsON: John Old Elk, Project Director. '
PoPULATION SERVED: Native American

Through the Cherish Qur Indian Children Project, the Montana HMHB Cualition hopes to reduce the mor-
tality and morbidity rates among Native American infants and children in Montana. To achieve this goal, with
a grant from the Kellogg Foundation, the COICP is establishing projects on the seven Indian Reservations in
Montana, as well as in the seven urban communities in Montana that have Native American centers.
Objectives include training Native Americans in community development and maternal and child health
issues, as well as providing comprehensive child and family oriented services. To join, communities must sub-
mit an application outlining individual community projects and strategics, as well as detailing a proposal for
continued funding after the Kellogg grant subsides. Upon acceptance, the various communities become mem-
bers of the HMHB caoalition and the Task Force.

Some of the Native American tribes involved in the project include: the Blackfeet, Crow, Northem
Cheyenne, Salish, Kootenai, Gros Ventre, Assiniboine, Sioux, and Chippewa-Cree.

T.H.E. Clinic for Women, Inc.

3860 West Martin Luther King Boulevard, Los Angeles, CA 90008 (213) 295-6571
CONTACT PERSON: Sylvin Drew lvie, Executive Divector

POPULATION SERVED: Asian American, Hispanic/Latino, African American

T.H.E. (To Help Everyone) Clinic was established in 1973 by eight women volunteers to meet the health
needs of low-income women in the Los Angeles area. Today, the clinic’s mission is to provide quality health
services at low cost and raise health awareness by educating people to take an active role in their own care. The
clinic emphasizes the need for culturally sensitive care in its staffing, programs, and community goals. Currently
it offers programs in family planning services, prenatal care, adult medicine, pediatrics; other features include a
colposcopy clinic, early intervention with HIV-positive women at eatly stages of infection, free clinics, health
education, counseling services, and community outreach, Two special programs are targeted directl; ut commu-
nitics of color: the Asian Health Project, offering bilingual and bicultural health services to Japanese, Filipino,
Thai, Tongan, and Vietnamese inmigrants and refugees, and the Latino Health Project, which provides the
same kind of services for Latino immigrants and retugees.
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Pathways to Understanding: Culturally Sensitive,Coordinated Care for Indian Children with
Special Health Needs

Southwest Communication Resources, Inc., P.O. Box 788, Bernalillo, NM 87004 (505) 867-3396

CONTACT PERSON: Randi S. Malach, Program Coordinator

POPULATION SERVED: Native American

Pathways to Understanding was created to help improve systems of care for Native American children with
special needs so that more services are community-based, family-centered, and culturally sensitive and respon-
sive. The project serves Native American families on the Pueblo reservation and in surrounding communities
through a linked, statewide system of case management, as well as through training to increase the effectiveness

of health care professionals, and technical assistance to projects serving Native American children in other
states.

The Baby Love Program

Wake City Maternal Health Program, Wake City Department of Health

10 Sunnybrook Road, Raleigh, NC 27610 (919) 250-4630

CONTACT PERsON: Dorothy Cilenti, Matemal Health Director

POPULATION SERVED: Low Income (90% Medicaid, 60% African American)

The Baby Love Program was established in 1987 to combat North Carolina’s high infant mortality rate. The
program provides health care and support services for low-income pregnant women and children across the
state. The key to the program's success has been Maternity Care Coordinators who are located in virtually all
local health departments, community and migrant health centers, and in the Cherokee Health Delivery
System. They provide a link between services and act as professional client advocates.

Rural Alabama Pregnancy and Infancy Health Program (RAPIH)

West Alabama Health Services, P.O. Box 711, Eutaw, AL 35462 (205) 372-3674 or (205) 372-3281
CONTACT PERsON: Sandral Hullet, MD, Medical Director

Mary Browder, Matemity Labor Coordinator

POPULATION SERVED: African American

The Rural Alabama Pregnancy and Infancy Health Program is a home-visiting program for young African
American mothers in several of the lowest-income counties of rural western Alabama. Visits are made by a
team of women lay helpers who are trained and supported by a supervisor with a background in human devel-
opment. Program participants receive comprehensive prenatal care and are tracked throughout their pregnan-

cies. The goal of the program is to form a trusting bond that will enable the home visitor to provide emotional
support and to encourage the adolescent mother to assume responsibility for her own life.

Childbearing Center of Morris Heights

70 W. Burnside Avenue, Bronx, NY 10453-4015 (212) 716-2229
CONTACT PERSON: Jennifer Dohm

POPULATION SERVED: African American, Asian American, Hispanic/Latino

The Childbearing Center of Morris Heights was established in 1988 by the Maternity Centers Association
through an initial grant from the Kellogg Foundation. The Center offers midwifery as a safe alternative to hos-
pital matemnity care in a low-income area of the Bronx. The Center emphasizes individual care and attention
i order to ensure a safe and natural birth for the mother and child in a home-like room, without medication,
monitors, or doctors, Women have access to a jacuzzi, kitchen, and living area, and family and friends are
encouraged to attend and celebrate the miracle of birth, The Center is staffed by registered nurse midwives and
social workers, The center also offers prenatal care, nutnition information, support groups, and classes about
nurrition, breastfeeding, and teenage pregnancy.
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National Healthy Mothers, Healthy Babies Codlition Directory

Board of Directors 1992-1993
CHAIRPERSON

Jan Chapin

American College of Obstetricians and Gynecologists

VICE CHAIRPERSON

Mary Thomgren

National Codlition of Hispanic Health and Human
Services Organizations (COSSMHO)

SECRETARY
Elizabeth Roeth
Montana Healthy Mothers, Healthy Babies Coalition

TREASURER
Mollie Jenckes
Maryland Healthy Mothers, Healthy Babies Coalition

Jill Fonda Allen
Center for Prenatal Evaluation
National Society of Genetic Counselors

Judith Bumison
National Association for Perinatal Addiction Research and Education

Maureen Corry
March of Dimes Birth Defects Foundation

Linda Harmon
ASPO/Lamaze. Inc.

Ellen Hutchins
Office of Maternal and Child HealthlDHHS

Laura Kavanagh

National Center for Education in Maternal and Child Health

Virginia Kucera
American Academy of Pediatrics

Mary Beth Meijer
Michigan Healthy Mothers, Healthy Babies Coalition

Lynn Spector
Bureau of Health Care Delivery and Assistance, DHHS

Pat Tompkins
National Black Nurses Association

Paul Turner
Centers for Disease Control
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_ Organizational Members

Alan Guttmacher Institute

Alliance of Genetic Support Groups

American Academy of Family Physicrans

American Academy of Pediatric Dentistry

American Academy of Pediatrics

American Association of Dental Schools

American Association of University Affiliated Programs for Persons
with Developmental Disabilities

American Association for Maternal and Neonatal Health

American College of Nurse-Midwives

American College of Obstetricians and Gyniecologusts

American College of Occupational Medicine

American Council for Drug Education

American Dental Association

American Dental Hygienists Association

American Dictetic Association

American Home Econornics Association

American Hospital Association

American Indian Health Care Association

American Lung Association

American Medical Assocration

American Nurses Association

American Public Health Association

American Red Cross

American Society for Dentistry for Children

Ametican Society for Psychoprophylaxis in Obstetrics, Lumaze, Inc.

Association for Children with Learning Disabilities

Association for Retarded Citizens of the United States ( The ARC)

Association for the Advancement of Health Education

Association for the Care of Children's Health

Association of Junior Leagues

Association of Maternal and Child Health Programs

- Association of State and Temmtorial Health Officials

Association of Women'’s Health, Obstetric. and Neonatal Nurses
Auxiliary to the National Medical Assoctation, Inc.

The Center for Population Options

Centers for Discase Control

Cesarean Prevention Movement

Cesareans/Support, Education and Concern (C/SEC, Ine.)
Child Welfare League of America

Children's Defense F-nd

Caoalition on Sexuality and Disabaliey

Council of Regional Networks for Geneties Services
Depression After Delivery

Future Homemakers of America

General Federation of Women's Cluhs

Head Start

Health Care Financing Administration

* Health Education Association, Inc.

International Childbirth Education Asocration

Intemational Lactation Consultant Assocration

Kiwanis Internarional

La Leche League Intemational

March of Dimes Birth Defects Foundation

Military Family Resource Center

Midwives Alliance of North America

National Association for Permacal Addiction Research and
Education
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National Assactation of Childrens Hospitals and Related
Institutions

Natonal Associution of Community Healeh Centers, Inc.

Natonal Association of Counry Health Otficials

Navonal Association of Parents and Professionals for Safe
Alternatives in Childbirth

National Association of Pediatric Nurse Assoctates and
Practitioners

National Association of Perinatal Social Workers

Natonal Association of Social Workers

National Association of State Boards of Education

National Association of WIC Directors

National Black Nurses Association

Narional Catholic Education Association

National Center for Clinical Infant Programs (Zeroto Three)

National Center for Education in Maternal and Child Health

Natonal Child Nutaition Project

National Coalition Against Domestic Violence

Nauonal Coalition of Hispanic Health and Human Services
Organizations (COSSMHO)

National Commission ro Prevent Infant Moreality

Natonal Council on Alcoholism and Drug Dependence

National Council of Catholic Women

National Council of Jewish Women

National Dental Association

National Family Planning and Reproductive Health Association

National Highway Traffic Safety Administration

National Medical Association

Nartional Organization on Adolescent Pregnancy and Parenting

National Parent-Teachen Association

National Perinatal Association

National Perinatal Information Center

Nanonal Society of Genetic Counselors

National Urban League

Natonal Women's Health Network

Parent Care. Inc.

Planned Parenthood Federation of American

Pregnancy and Infant Loss Center

Society for Adolescent Medieine

Society for Nutrition Education

The Salvaton Amy

The Sudden Infant Death Syadrome Allance

Teratology Society

Triplet Connection

Unuted States Department of Agriculture/Food Nutrition
Service

United States Department of Agriculture/HEHN Extenston
Service

United States Department of Agriculture/Science and Education

United States Public Health Service/Marernal and Child Health

United States Public Health Service/Indian Health Serviee

Untted States Public Health Sees ice/Migrant Health Serviee

United States Public Health Service/Office of Minoriey Health

LS. Conterence of Local Tealth Officers

Urban Insnitute

YMCA of the USA

YWCA Nattonal Boand
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Staff

Lori Cooper

Executive Director

Claudia Morris

Director, Initiative for Communities of Color

Lucy Andris
Director, Immunization Education and Action Cotnmittee

Fannie Fonseca-Becker
Deputy Director, Baby Friendly Hespital Initiative Feasibility Study

Leslie Dunne
Program Associate

Christine de la Torre
Program Associate, Immunization Education and Action Committee

Elizabeth Shaw
Secretary

Michelle York
Secretary, Baby Friendly Hospital Initiative Feasibility Scudy

Nichole Johnson
Intern

Trina Coleron
Intern

Amy Wisnosky
Intern

Design: RCW Communication Design [ne.

Photographs:

Courtesy of Mary's Center tor Maternal and Child Care, Inc.: cover, 5, 20, 28, 32
Cuurtesy of Mckong Develpment Group: caver, 26

Cuurtesy of Southeast Asia Health Project: 20

Bruce Hucko: cover, 35, 36

Richard Howard: cover, 19
Janet Wiener: 25

o
ERIC

Aruitoxt provided by Eic:

(92
¥




Heaslthy Mothers, Healthy Babies Coalition
409 12th Street, SW Washington, DC 20024-2188
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